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Abstract
Background: An integrated sense of professionalism enables health professionals to draw on
relevant knowledge in context and to apply a set of professional responsibilities and ethical
principles in the midst of changing work environments [1,2]. Inculcating professionalism is
therefore a critical goal of health professional education. Two multi-professional courses for first
year Health Science students at the University of Cape Town, South Africa aim to lay the
foundation for becoming an integrated health professional [3]. In these courses a diagram depicting
the domains of the integrated health professional is used to focus the content of small group
experiential exercises towards an appreciation of professionalism. The diagram serves as an
organising framework for conceptualising an emerging professional identity and for directing
learning towards the domains of 'self as professional' [4,5].
Objective: This paper describes how a diagrammatic representation of the core elements of an
integrated health professional is used as a template for framing course content and for organising
student learning. Based on the assumption that all health care professionals should be
knowledgeable, empathic and reflective, the diagram provides students and educators with a visual
tool for investigating the subjective and objective dimensions of professionalism. The use of the
diagram as an integrating point of reference for individual and small group learning is described and
substantiated with relevant literature.
Conclusion: The authors have applied the diagram with positive impact for the past six years with
students and educators reporting that "it just makes sense". The article includes plans for formal
evaluation. Evaluation to date is based on preliminary, informal feedback on the value of the diagram
as a tool for capturing the domains of professionalism at an early stage in the undergraduate
education of health professional students.
Background
The primary health care approach (PHC), which was
adopted by the government of national unity following
the demise of apartheid in South Africa in 1994, advocates
the transformation of the health services and its workers
within available socio-economic infrastructures necessary
to attain health for all [5-8]. The Alma Ata Declaration [9],
which forms the philosophical basis of the PHC
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and referral levels, on health workers who are suitably trained
– socially and technically – to work as a health team and to
respond to the expressed health needs of the community".
Socially responsive health professional education is there-
fore concerned with developing practitioners who,
through their professionalism and competence, make a
contribution not only to the health needs of individuals
but also to community development [10]. Working
towards shared service objectives means that health pro-
fessional graduates require profession specific as well as
generic skills for interpreting and addressing the health
needs of individuals, groups and communities. Learning
about professionalism provides a generic foundation on
which health science students can build a shared appreci-
ation of the intrapersonal, interpersonal and public
dimensions of their professional behaviour, parameters
and responsibilities [11,12].
Generic educational outcomes
Competence in health promotion strategies, in the pre-
vention of ill-health and in the application of curative
interventions and rehabilitation technologies, students
should also be able to work with social responsiveness in
mind [13]. In South Africa, comprehensive healthcare
requires students to collaborate with a diverse range of
health workers and other role players such as traditional
healers, community representatives, rehabilitation assist-
ants and consumers [14]. Students need to be politically
astute, culturally competent and emotionally mature with
a strong professional identity. In short, health profession
graduates need to be "integrated". This implies that at
undergraduate level, students should have conceptualised
and internalised professionalism as affecting their per-
sonal 'doing', 'being' and 'becoming'. Professionalism is
not an abstract concept 'out there'; it requires active
engagement of the knowledge, interpersonal and intraper-
sonal domains of the evolving 'self as health professional'
[14,15]. The iterative, educational process of becoming
integrated [16,17] occurs through conceptualising and
'doing' (practicing) the following three dimensions of
professionalism as part of the generic course outcomes:
• being knowledgeable (having and continually seeking a
sound grasp of the facts and scientific evidence),
• being empathic (continually seeking to understand the
'other')
• being reflective (continually seeking to make sense of
experience by critically thinking through personal and
interpersonal actions and reactions)
Instigated early in professional training, these educational
outcomes lay the foundation on which uni-professional
role identity may be built. A shared appreciation of an
integrated health professional also fosters commitment
amongst future health workers to the principles and val-
ues of primary health care and professionalism in particu-
lar [4].
Developing the integrated health professional
Professionalism is associated with respectful self-presenta-
tion, a caring attitude, interpersonal competence and
commitment to life long learning [10]. It is often
addressed in curricula with reference to professional
parameters (legislated codes of practice), behaviours (per-
sonal presentation and interpersonal relationships) and
responsibilities (to self, profession, employer, society, cli-
ents) [10,11,18]. At the University of Cape Town's Faculty
of Health Sciences, two multi-professional courses
"Becoming a Professional" (BP) and "Becoming a Health
Professional" (BHP) form part of the core curriculum and
are compulsory for all first year medical, physiotherapy,
occupational therapy, audiology and speech and language
students [3-5]. Both courses use a conceptual diagram for
framing students' learning by focussing their attention on
the three central qualities of professionalism described
previously: knowledge attainment, empathic practice and
reflective thought. The IHP diagram is used to frame the
dimensions, relevance and dynamics of professionalism
as these pertain to each student's personal learning jour-
ney, not only in the BP/BHP courses but also across the
other courses they take in becoming a professional health-
care practitioner.
A diagram for learning
The diagram draws attention to the dynamic interface
between the three specific areas of personal-professional
development, namely the Knowing, the Empathic and the
Reflective Integrated Health Professional, and relates to
outcomes-based education as it guides students towards
discipline specific and meta-appreciation of professional-
ism [19] (See Figure 1.)
• The knowing health professional – relates to the
knowledge and technical skill dimensions of professional
practice.
• The empathic health professional – the development
of inter-personal skills based on social understanding and
moral-ethical sensitivity
• The reflective health professional – the development of
the intra-personal dimensions of self-awareness and cul-
turally sensitive attitudes
The knowing dimension
The knowing dimension is related to the concept of life
long learning and the acquisition and appropriate appli-Page 2 of 7
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ness or familiarity gained by experience of a fact or
situation" [20]. Typically the area of focus for all health
professionals, the knowing dimension is not just con-
cerned with the acquisition of facts, but also with the
development of competencies that enable the profes-
sional to practice in increasingly accountable and techno-
logical environments [21,22]. The knowing dimension
includes intraprofessional knowledge but as multi-profes-
sionalism grows, it moves from being absolute in its con-
victions to being responsive to the combined dimensions
of the Integrated Health Professional [23]. The knowing
Integrated Health Professional draws upon prior knowl-
edge to develop expertise and to bring about innovation
[24]; uses modern methods of learning [25] and engages
emerging understanding to dispel misguided myths
regarding the contributions and roles of other profession-
als and role players. Enacted within a multi-professional
learning environment of comparative content [26], the
knowing professional will also draw upon cultural and
social domains of knowledge in order to work towards
contextually relevant practice [27].
The empathic dimension
The empathic dimension is concerned with the 'being'
and moral-ethical sensitivity of the health professional.
Rogers, in his seminal work on client centred care and
empathy, suggests that "...empathy means entering the pri-
vate world of the other and becoming thoroughly at home in it.
It means temporarily living in his/her life, moving about in it
delicately without making judgements... as you look with fresh
and unfrightened eyes at elements of which the individual is
fearful...." [28] Empathy flows from the interface between
the following three forms of understanding within the
professional:
• Understanding that comes from professional knowledge
and interpretation of information gleaned from research
(for example evidence based practice) and investigations
(for example profession-specific assessments).
• Understanding that comes from self awareness i.e. the
professional is reflective and conscious of how his/her
feelings, attitudes and behaviours influence relationships
• Understanding that comes from appreciating the client's
frame of reference i.e. by extending positive regard and lis-
tening non-judgementally.
Peloquin [29] suggests that empathy is "finding you in me".
It involves the recognition of likeness; a grasp of the uni-
versal nature of human problems; an appreciation of
uniqueness and a caring alliance that reveals to 'the other'
a belief in their innate capacity to resolve their own issues.
Sevenhuijsen [30] in arguing for new practices of profes-
sional accountability suggests that the ethics of care can-
not be separated from citizenship and the promotion of
human rights. Being 'attentive' and empathic promotes a
sense of well-being and human dignity because it is based
on the moral-ethical principles of beneficence and non-
maleficence. 'Caring' and 'helping' are social, moral and
political practices that promote human flourishing. To be
empathic fulfils the health professional's duty to treat oth-
ers like he/she would like to be treated as a citizen. This
understanding of the empathic dimension brings ethics
into the relationship between health practitioner and
patient/client (individual, group or community) in that it
demands 'response-ability' from the professional to the
interface between human rights and health [30]. While it
is not always feasible or indicated to become involved
beyond the client's (group, community) immediate
health concerns, the door for empathic exchange needs to
be held open as wide as possible in order for social trans-
formation to occur.
The reflective dimension
The importance of reflective practice has been highlighted
in descriptions of socially responsible medical schools
[31,32]. The reflective dimension is concerned with a
process that links the self with the outside, in both a learn-
ing (self-enriching) and a design (self-expressing) rela-
tionship [33]. The reflective process can often lead to
unexpected outcomes since it involves linking feelings,
cognition and action in complex interrelated and interac-
tive ways. Negative feelings, especially about the self, can
form major barriers to learning. Alternatively, negative
feelings can trigger reflexive interrogation of experience
that ultimately enhances learning and practice. Positive
Model of the 'integrated health professional'Figure 1
Model of the 'integrated health professional'.Page 3 of 7
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ess because they keep the learner on the task and provide
motivation for exploring new interpretations and under-
standing that may lead to innovations in practice.
Seminal writer Schön [34] suggests that professionals
draw on formal knowledge and use "reflection-in-action"
when they are working. Barnett [35] describes reflection as
"being self-critical". Reflection, in order to be truly mean-
ingful, must be pursued with intent and directed towards
the goal of professional excellence while drawing on prior
experience. The ultimate guardians of professional excel-
lence are not external forces, but internal professional
responsibilities [36]. The reflective dimension of the
model ensures that attention is paid to both objective and
subjective personal learning experiences.
Unifying features of the diagram
The IHP diagram relates to outcomes-based education as
it guides students towards discipline specific and meta-
appreciation of professionalism [19]. A sense of profes-
sional identity emerges as students engage iteratively with
being able to do something through gaining knowledge,
technical skills and problem solving abilities (the know-
ing dimension), to being able to do it with understanding
within the context of self and others (the empathic
dimension) to being increasingly self aware and cultur-
ally sensitive (the reflective dimension). The diagram
provides students with a conceptual tool for learning
about professionalism by starting with the self, with focus
on the reflective dimension, and moving outwards via
small group experiential exercises through which the
empathic and knowing dimensions are engaged and
developed. Finally, the cycle is completed with a return to
the reflective domain in which the student must ask: "what
does this experience mean for me as a future health profes-
sional?" Each iterative cycle of learning interrogates the
unifying features of the integrated professional so that stu-
dents come to recognise that professionalism is dynamic
and multifaceted. Figure 2 depicts the unifying features of
the integrated professional [37].
The knowing, empathic and reflective domains of the pro-
fessional are integrated through the dynamic interchange
between knowledge, technical skill, understanding, prob-
lem solving, attitudes and ethics. The constructive align-
ment of Figure 1 with Figure 2 in Table 1 provides
students and educators with a structure for appreciating
the dynamics of professionalism.
Application of the ihp diagram
In one particular group session during the "Becoming a
Professional" (BP) course when learning to actively listen-
ing is the core outcome, the small group facilitator asks
half of his/her group to go outside the room and instructs
them to tell their partners inside the room a story about a
local shop keeper, who they must pretend to know, who
was brutally attacked. The students sharing the incident
must pretend to be shocked and very sad.
The facilitator then tells the inside group that their part-
ners will be telling them a story. They must appear to be
listening but act distracted by, for example only occasion-
ally nodding; making poor eye contact; fiddling with their
clothing; watching others or laughing at others. The out-
side group is called in and the role-play exercise begins.
Typically what happens is that the group telling the story
becomes frustrated and angry by the lack of interest and
empathy shown by their partners.
What follows is a debriefing and learning process using
the diagram as a tool or point of reference. Students are
asked to:
• Reflect on how they felt in the role-play. A student
might, for example, say that she found her partner's lack
of eye-contact rude and inappropriate making it hard to
Unifying features of the integrated professionalFigure 2
Unifying features of the integrated professional.
ETHICS &      KNOWLEDGE & 
MORALITY     UNDERSTANDING 
ATTITUDES     INTEGRATED   
        PRACTITIONER 
TECHNICAL     PROBLEM 
SKILLS      SOLVING 
Adapted from Hager et al. 1994Page 4 of 7
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direct eye-contact in her community is in itself considered
rude and inappropriate, particularly when speaking to
older people. Students therefore focus on the reflective
dimension through drawing on their more immediate
and prior experiences. This process of reflection highlights
aspects of ethics and morality and attitude [37].
• Discuss what should have taken place, with students
drawing on their own knowledge and experience as well
as information from more formal sources such as assigned
readings related to listening skills and interviewing. The
knowing dimension with emphasis on understanding
becomes engaged at this point [37].
• Perform a re-run of the role-play using appropriate
responses related to active listening and empathic
responses. The technical skills of interpersonal dynamics
of the empathic dimension are brought into play through
this process.
• Reflect on how it felt to be really listened to and how it
felt to listen using the skills learnt in the session.
Learning outcomes are put into practise through the proc-
ess of acknowledging and 'doing' all three dimensions
involved in the process of 'being' and 'becoming' "Inte-
grated Health Professionals". This process ultimately
results in understanding of what is really required to be an
active listener [37].
Throughout the learning process in the "Becoming a Pro-
fessional" and "Becoming a Health Professional" courses
students are brought back to the "Diagram of the Inte-
grated Health Professional" in order to keep track of their
own developing professionalism. A practical example is
where facilitators ask students to draw the basic diagram
of the Integrated Health Professional for themselves and
to then indicate on the diagram how they see their own
development at that point in the course. Facilitators then
ask students to share this information and to identify spe-
cific goals for themselves such as the need to work on the
knowledge dimension through gaining further knowledge
on the theory of interviewing, or the need to work on the
empathic dimension through practising interviewing. The
exercise is repeated at strategic evaluation points through-
out both courses. In this way the Diagram of the Inte-
grated Health Professional becomes a tool for emerging
professionalism, a point of reference for interrogation of
student professional development as well as an organising
framework for inculcating professionalism.
Evaluation
The efficacy of the IHP diagram as a tool for learning has
yet to be formally evaluated. Students and group facilita-
tors have in their feedback to date been overwhelmingly
positive about its effectiveness as a visual tool for guiding
learning; a structure for monitoring development; a
means for assisting students with becoming more con-
scious of the importance of their own thoughts, feelings
and behaviour, and a way to constantly emphasise the
importance of all three dimensions in making sense of
complex environments.
A formal evaluation is planned for the end of 2008, thus
allowing for several iterations of each course, a significant
number of participants and a time element to allow reflec-
tion. The evaluation will take the form of a qualitative
study in two stages. Final year students will be asked to
join focus groups to look back on their own emerging pro-
fessionalism and to critically evaluate the usefulness of
the diagram of the Integrated Health Professional as a tool
for understanding and practicing professionalism. The
second stage will involve the small group facilitators who
have used the diagram as an educational tool in their
interactions with students. They too will be asked to par-
Table 1: The dynamics of professionalism
Unifying features of the integrated 
professional
Domains of the integrated professional
Knowing Reflective Empathic
Knowledge Anticipation of probable experience and outcome based on knowledge about genesis, progression and 
consequences of health conditions and contexts
Technical skill Acquired abilities in addressing identified health and development needs through discipline specific skills
Understanding Capacity to base actions on thorough appreciation of the total picture presented by the individual, group or 
population
Problem solving Critical thinking to identify and guide appropriate action in addressing emerging health and development needs
Ethics An informed appreciation of the moral-ethical choices that are made by self and others and the reasons 
behind such choices
Attitudes A transformed, culturally relevant way of viewing the world and of thinking that affirms diversity and 
promotes the ideals of a democratic society.Page 5 of 7
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diagram as an educational tool. The results of this evalua-
tion process will be the subject of a future paper.
Conclusion
The Integrated Health Professional diagram is an innova-
tive, dynamic and multi-layered visual and conceptual
tool that can help frame students' development as profes-
sionals within their environments of learning. The three
dimensions of the this diagram are clearly delineated and
deliberately equal in size so that students understand that
the Integrated Health Professional focuses equally on all
three areas of professionalism. Implicit in the diagram is
the need for health professionals to be comfortable and
competent in the dimensions of knowledge; empathic
interpersonal skills and reflective practise. The efficacy of
this tool will be formally evaluated at the end of 2008.
Informal feedback from facilitators and students alike has
to date been overwhelmingly positive.
As one facilitator commented: "It is easy to explain and
apply ...it just makes sense".
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